Over the last two decades oral and pharyngeal cancer, defined as rubrics 140-149 of the International Classification of Diseases, was one of the few sites showing appreciable increases in incidence for males in the Swiss Canton of Vaud (Levi et al., 1991) .
Oral cancer, however, includes a number of different subsites, and at least one of them, lip cancer, has distinguished characteristics with reference to both descriptive and analytical epidemiology (Boyle et al., 1990 (Parkin et al., 1992) . Fair complexion is an important determinant of the disease. Lip cancer is more common in rural than in urban areas (Doll, 1991) , pointing to a role of ultraviolet light on its aetiology. The disease was also strongly associated to lower socioeconomic status in a study from Sicily (Dardanoni et al., 1984) , again indirectly pointing to a role of ultraviolet light exposure. It has been associated with tobacco smoking, particularly pipe smoking, but there is little evidence that alcohol has a role on its aetiology (Wynder et al., 1957; Boyle et al., 1990 (Levi, 1987 Figure 1 in order to show the steady and substantial decline in both sexes (from 1.8 to 0.6/100,000 males; from 0.14 to 0.02/100,000 females). Assuming an exponential model for change in rates. the decline of rates was significant for males (t2 = 12.0; P <0.01) and in both sexes combined (t2 =-7.8; P <0.05). The downward tends were evident across each subsequent age group, although the pattern was more consistent and linear at younger age.
These trends could not be explained by changes in the study period of registration and validation of cancer of the lip, or by systematic misclassification of neoplasms arising in the skin of the lip and of the oral cavity, whose trends were considered in details in separate publications Levi et al., 1991) . Briefly, between 1975 -78 and 1987-90 upward trends were registered both for the skin of lip (ICD-O T: 173.0) (from 2.2 to 3.4 in males, and from 1.5 to 3.4 in females) and the oral cavity (ICD-O T: 141.0-145.9) in males (from 7.9 to 10.9), while oral cancer rates were stable in females (2.0 in 1975-78 vs 1.9 in 1987-90) . These are however a much broader group of neoplasms (oral cavity) or a totally different site (skin of the lip). Further, at registration of each lip cancer, the exact site of origin (external lip, vermillon border, internal lip) was checked with the dermatologist and/or pathologist. External lip was then attributed to skin of lip (ICD-O T: 173.0). This study confirms, in a relatively low incidence area, the existence of recent declines in lip cancer incidence, which have been previously reported for other populations of Nordic countries, Scotland, Canada and Connecticut (Boyle et al., 1990; Chen et al., 1992) , and further underlines the quantitative extent of such a decline (by approximately 70% in a 15-year period), at least in this population.
Decreased exposure to ultraviolet light in farming and perhaps other outdoor occupations has probably had some impact on these favorable trends, although some role may have been played by a decreased prevalence of pipe and perhaps cigar smoking in subsequent cohorts of males . More in general, the present data further stress the importance of further distinguishing -on a descriptive and analytical level -between various sites of origin of oral and pharyngeal cancers.
